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Lipomas are very common benign tumours which are usually located in
subcutaneous areas. Intra-osseous and parosteal lipomas are uncommon, the
latter accounting for less than 0.3% of all lipomas'. This case of parosteal
lipoma was originally diagnosed clinically and radiologically as an
osteochondroma.
CASE REPORT
A 49 year-old female presented with a mass the size ofa large grapefruit in the
right gleno-humeral region. She described a constant ache from the lesion
which had been present for about three months. There was some limitation of
movement at the shoulder joint. There was no evidence of inflammation or
lymphadenopathy. X-ray showed a large low density soft tissue mass in
keeping with a lipomatous lesion. There was also a central focus ofossification
with an unusual branching pattern resembling a candelabrum, which arose
from the humeral cortex (Fig. 1). Spiral tomography confirmed the presence
ofa well defined fatty lesion containing an area ofossification and also showed
that this mass abutted the lateral aspect of the uppermost part of the humeral
diaphysis (Fig. 2). At excision biopsy it was thought the mass was an
osteochondroma with an overlying lipoma.
Fig 1. Parosteal lipoma
arising from diameta-
physeal area of humerus.
Fig 2. Tomograms showing fatty mass
with ossification.
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The tumour was polypoid, weighed 205 grams and measured 10 X 8 X 6 cm.
On sectioning it consisted of lobulated soft yellow fatty tissue. There were no
mucoid areas and there was no haemorrhage or necrosis. Bone and calcified
tissue were present at the base ofthe lesion. Histology showed mostly mature
adipose tissue with a sparse fibrovascular stroma consistent with a benign
lipoma. Lipoblasts were not identified. Within the fatty tissue there were thin
trabeculae of cancellous bone (Fig. 3). At the base of the lesion there were
several fragments of unremarkable cortical bone surrounded by fatty tissue.
There was a partial covering ofthickened periosteum and fibrocartilage on the
surface of some of these fragments of cortical bone.
Fig 3. Parosteal lipoma consisting of fat with a
central spicule of cancellous bone. H & E x 24.
DISCUSSION
Parosteal lipomas are rare. "Parosteal" refers tothe outerlayeroftheperiosteum
and is thought to be more suitable than periosteal since it indicates contiguity
with bone rather than implying a definite origin from the periosteum. Although
over 100 caseshave beenreported intheliteraturemanylackfulldocumentation2.
Patients are usually middle-aged and the lesions are most common in the
peripheries, especially in the radius and femur3. The tumour characteristically
consists of a lipomatous mass contiguous with the cortical bone, as in this case.
There was also a radiating component of cancellous bone within the fat,
intimately associatedwith the bony cortex atthe site ofattachment; an osseous
component within the fat is not a required or consistent feature of parosteal
lipomaS4.
The main radiological differential diagnosis is an osteochondroma but
pathological examination clearly showed a lipomatous lesion with no evidence
of a cartilage capped exostosis. The histological differential diagnosis includes
a lipomawith ossification and a liposarcoma. Althoughmetaplastic ossification
is not uncommon in lipomata, the intimate localisation of the lesion to the
cortical bone permits a diagnosis of parosteal lipoma. A liposarcoma is
excluded by the absence of well defined lipoblasts.
Osteochondromas are the most common benign tumours of bone and
radiologically canbeconfusedwithparosteallipomas. This differential diagnosis
may be helpful to consider in cases submitted clinically as "osteochondroma".
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